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REV. OCTOBER 15, 2003  NEBRASKA HHS FINANCE NMMCP 
MANUAL LETTER # 60-2003  AND SUPPORT MANUAL 482 NAC 6-000 
 
 
6-000  Quality Assurance/Improvement (QA/QI)     6-000 (Reserved)  
 
6-001  Overall Quality Framework:  482 NAC 6-000 sets forth the requirements of the NHC’s 
Quality Assurance/Quality Improvement Program. 482 NAC 6-000 also establishes the 
Department’s expectation for the medical/surgical and MH/SA plans to work collaboratively with 
the Department in effectively managing and monitoring the quality of care provided to clients, 
through a continuous QA/QI Program.  In addition to developing and implementing the NHC 
program according to policy and procedures already discussed in this Title, the medical/surgical 
and MH/SA plan shall follow QA/QI methodologies, participate in all aspects of the QA/QI 
activities and comply with all performance and accountability measures, as outlined in this 
Chapter and in the contract between the Department and the medical/surgical and MH/SA plan. 
 
The Department requires the medical/surgical and MH/SA plan to develop and implement, 
under the Department’s oversight and monitoring, a continuous Quality Assurance/Quality 
Improvement (QA/QI) Program, that meets the following guidelines: 
 


1. Is consistent with the Department’s QA/QI program, provision of Medicaid-covered 
services, and utilization review requirements; 


2. Provides for review by appropriate health professionals of the process followed in 
delivering health services; 


3. Provides for the complete and timely collection of data sufficient for the accurate 
measurement of health plan performance and quality patient care; 


4. Provides for the regular and ongoing collection, analysis, interpretation and 
reporting of the NHC data; and 


5. Provides for making necessary changes through corrective action plans. 
 
Each medical/surgical and MH/SA plan shall make all its QA/QI records, including its findings 
and data, where applicable, available to the Department.  While the Department considers all 
information provided by the medical/surgical and MH/SA plan are subject to the Nebraska 
Public Records Act, the Department shall only provide information regarding the NHC in the 
aggregate. 
 
The Department, its contracted entities or designees, or the Centers for Medicare and Medicaid 
Services (CMS) officials, may evaluate, through inspection or other means, the quality, 
appropriateness and timeliness of services performed under the NHC.  The medical/surgical 
and MH/SA plan shall maintain an appropriate record system for services to NHC clients. 
 
6-002  Continuous Quality Assurance/Quality Improvement Program:  The Department requires 
the medical/surgical and MH/SA plan to establish an internal, continuous QA/QI program that 
provides a mechanism for the plan to monitor, evaluate and take action to improve the quality of 
care.  The medical/surgical and MH/SA plan is required to develop and implement QA/QI 
activities based on standards defined in the Department’s Quality Assurance Plan (QAP), 
pursuant to 1932(c)(1) of the Social Security Act, and as specified in the contract between the 
Department and the medical/surgical and MH/SA plan.  The Department’s QAP is based on the 
QA guidelines developed by the Centers for Medicare and Medicaid Services (CMS) as part of 
its Quality Assurance Reform Initiative (QARI) (see 482-000-27, Quality Assurance Plan), 
Health Care Quality Improvement System (HCQIS) and Quality Improvement System for 
Managed Care (QISMC). 
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The National Association for Healthcare Quality defines QA/QI as a process where performance 
is measured against expectations and a corrective action is taken.  Quality improvement is 
defined as a means of raising quality performance to unprecedented levels.  The overall 
success of the NHC is measured by physician participation, client awareness, focus on 
prevention and outcome measurements.  Quality means meeting or exceeding the client’s 
expectations of services.  The NHC strives to provide greater access to services, improve the 
quality of clinical outcomes and assure appropriate utilization of services. 
 
The Department and the medical/surgical and MH/SA plan shall work cooperatively to develop 
and implement an effective QA/QI Program within the parameters of 482 NAC 6-000. 
 


6-002.01  Purpose:  The purpose of the NHC’s QA/QI program is to continuously improve 
the quality of care and services provided to all clients enrolled in the NHC and to identify 
and act upon opportunities for improvement.  The NHC shall promote the delivery of 
health care and services in accordance with established benchmarks and performance 
goals and measure performance against the benchmarks in order to improve 
performance. 
 
6-002.02  Goals:  The goals of the NHC’s QA/QI program are to: 


 
1. Provide a mechanism by which the quality of clinical care can be assessed, 


monitored, evaluated and improved; 
2. Provide a mechanism by which the quality of services can be regularly 


assessed, monitored, evaluated and improved; 
3. Define the authority of the Quality Assurance Committee (QAC) committee 


and subcommittee(s) and their responsibility to the governing body; 
4. Encourage provider and client participation, therefore ensuring that 


stakeholders are involved in the process; and 
5. Promote awareness to issues pertinent to the community’s health and well-


being. 
 


6-002.03  Objectives:  The objectives of the NHC’s QA/QI Program are to: 
 


1. Define the population served and identify quality initiatives specific to the 
population; 


2. Utilize information and data on, at a minimum, a quarterly basis to measure 
the quality of care and services being provided; 


3. Establish a provider network knowledgeable of the concepts of continuous 
QA/QI and able to incorporate them into all aspects of the NHC; 


4. Encourage clients to give feedback and provide an accessible mechanism to 
voice concerns; 


5. Promote provider feedback and provide an accessible mechanism for them to 
voice concerns; 


6. Develop relationships with public health and community programs; and 
7. Evaluate the effectiveness of the QA/QI program and continue to strive for 


improvement. 
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6-002.04  Scope:  The scope of the NHC’s QA/QI Program will be comprehensive and 
requires the medical/surgical and MH/SA plans' involvement in all aspects of the NHC.  
The QAP addresses the quality of clinical care as well as the quality of non-clinical 
aspects of service, e.g., client participation and enrollment processes, interface with the 
enrollment broker services, system requirements, implementation activities and timelines, 
and contract monitoring. 
 
In accordance with the standards established by the National Committee on Quality of 
Care (NCQA), the QAP shall also focus on the following six functional and/or clinical 
areas: 


 
1. Quality Improvement; 
2. Utilization Management; 
3. Credentialling; 
4. Member Rights and Responsibilities; 
5. Preventive Health Services; and 
6. Medical Records. 


 
The QAP allows for an objective and systematic review and evaluation of the quality and 
appropriateness of all care and services delivered for the NHC.  Collection of information 
and data based on demographic groups, care settings (e.g., inpatient, ambulatory, home 
care, physician offices) and the type of services provided (e.g., primary care, specialty 
care, ancillary care, preventative care) is critical to the success of the NHC.  Through the 
use of peer review, trending and data analysis, patterns emerge that can be compared to 
established standards.  This information will be used to take corrective action, establish 
new benchmarks, demonstrate effectiveness, and/or identify needs. 


 
6-002.04A  QA/QI Staff:  The QAP developed by the medical/surgical and MH/SA 
plan shall identify staff who are responsible for the operation and success of the 
QA/QI program.  Such person(s) shall have adequate and appropriate experience 
and will be accountable for all QA/QI activities of the medical/surgical and MH/SA 
plan, along with participating in the Department’s collaborative QA/QI process. 


 
6-002.05  Quality Assurance Committee:  The Department’s QAC provides the 
administrative oversight necessary to perform the QA/QI activities of the QAP.  The 
committee is an inter-disciplinary committee that includes providers, administrative staff, 
and other stakeholders as deemed appropriate by the Department.  The Department shall 
establish a QAC to meet these requirements. The medical/surgical and MH/SA plan shall 
incorporate similar administrative infrastructure into their program, to include a QAC, 
Board of Directors, Medical Director and QA/QI Management Staff. 
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The QAC, within the Department, shall have the following responsibilities: 
 


1. Identify priorities specific to the health, well-being and services provided to the 
NHC clients; 


2. Determine indicators by which the quality of care and service can be 
monitored; 


3. Review data and information designed to monitor and evaluate the quality and 
appropriateness of the care and services provided on, at a minimum, a 
quarterly basis; 


4. Recommend actions to improve the quality of care and services; 
5. Annually review the effectiveness of the QAP, and make recommendations for 


changes, if appropriate; and 
6. Submit quarterly reports, at a minimum, to the Department and the 


medical/surgical and MH/SA plan that summarize the QA/QI activities of the 
NHC, including any recommendations. 


 
6-002.06  Quality Assurance Subcommittees:  The Department shall focus on the 


following activities, in the form of subcommittees (consisting of providers, 
administrative staff and other persons deemed appropriate by the 
committee/Department), and reporting and related activities, to evaluate the 
effectiveness of the NHC.  The Department will utilize the most recent HEDIS 
criteria, other continuous QA/QI specifications, to measure compliance in all of 
the following areas; and provide oversight and monitor the plan: 


 
1. Utilization Management; 
2. Credentialling; 
3. Network Development; 
4. Provider Performance; 
5. Member Advocacy and Education; 
6. Preventative Health; and 
7. Medical Records. 


 
6-002.07  Provider Participation:  Participating providers are informed about the NHC’s 
QA/QI Program through the following activities: 
 


1. Initial contracting process with the plans; 
2. Provider handbooks, newsletters and other information-sharing activities 


produced by the plans; 
3. Provider meetings conducted by the Department and the medical/surgical and 


MH/SA plan; 
4. Provider focus groups conducted by the Department; and 
5. Provider newsletters and notifications Issued by the Department. 
 


Providers are encouraged to participate in the NHC by becoming network providers in the 
NHC and/or becoming members of the various focus groups, subcommittees or QAC. 


 
Participating providers shall allow the plan and Department access to medical records and 
facilities for purposes of performing QA/QI activities. 
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6-002.08  Data and Information Sources:  The Department shall utilize, but is not limited 
to, the following sources to identify opportunities for improvement: 


 
1. Medical records; 
2. Member complaints/grievances; 
3. Satisfaction surveys; 
4. Utilization management data; 
5. Claims processing activities; 
6. External audit reports; 
7. Client service reports; 
8. Encounter data (HMO or Prepaid Health Plan only); 
9. Enrollment; and 
10. Plan-submitted quarterly reports. 


 
The medical/surgical and MH/SA plan shall have methods to verify whether services 
reimbursed by Medicaid were actually furnished to clients by providers of the plan and 
subcontractors. 


 
6-002.09  Review Process:  A potential quality of care concern will be forwarded to the 
Department’s QA/QI Manager, and to the medical/surgical and MH/SA plan’s QA/QI 
Department.  Additional information will be gathered by the Department and/or the 
medical/surgical and MH/SA plan, as appropriate.  The concern will be shared with the 
Department’s and/or the medical/surgical and MH/SA plans' QAC.  If necessary, a 
physician of like specialty will be asked to review the case and submit any comments or 
recommendations in writing.  The QACs of the Department and medical/surgical and 
MH/SA plan shall review the concern and make any final recommendations. 
 
6-002.10  Levels of Concern:  Quality of care or service concerns identified through the 
QA /QI process will be categorized for assessment, intervention, resolution and reporting 
as follows: 


 
1. Serious:  The problem resulted in, or contributed to, the death of a patient or 


seriously jeopardized the health of a patient (though the eventual outcome 
may have been satisfactory).  Immediate intervention by the Medical Director 
of the medical/surgical and MH/SA plan and the Department is required at the 
provider and the entity level. 


2. Substantial:  The problem involved a significant deviation from the 
Community/National standards of care with respect to diagnosis, treatment, or 
expected outcome; direct intervention by the Medical Director of the 
medical/surgical and MH/SA plan and the Department at the provider and 
entity level is required. 


3. Minor:  The problem had a minimal or inconsequential effect on the health 
status of the member; intervention not required, continue to monitor to identify 
trends; direct intervention at the provider level not required. 


4. Service:  The problem involves the healthcare delivery system and did not 
directly impact the medical intervention required for health of the client but did 
impact the client’s satisfaction.  Ongoing monitoring to identify trends required. 
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6-002.11  Corrective Action:  When the QAC of the Department determines that 
inappropriate care or substandard services have been provided, or services which should 
have been furnished have not been provided, the QAC is responsible for communicating 
concerns identified and outlining the corrective action necessary.  The Medical Director of 
the Department is responsible for working with the medical/surgical and MH/SA plan and 
provider to develop and implement a corrective action plan, if appropriate.  The QAC is 
responsible for communicating a summary of the case, findings and corrective action 
recommended to the Department’s contract manager for any additional action. 
 
The QAC may recommend and initiate the following actions: 


 
1. Letter of information; 
2. Letter of censure, requested plan/provider response; 
3. Site visit, with correction action plan required; 
4. 100% review of all cases; 
5. Second opinion for all surgical cases; 
6. Plan/provider be closed to new members; 
7. Suspension; 
8. Termination; and/or 
9. Other. 


 
6-003  Quality Improvement Process:  As a means of measuring quality, and in conjunction with 
Preventative Health, the Department shall conduct focused studies.  The Department utilizes 
participation from the Department, the plan, providers, clients, and other entities with expertise 
in the above areas to form subcommittees of the Department’s QAC to develop standards for 
evaluating quality improvement and quality of care in the NHC.   
 
6-003.01  Medical/Surgical Specific:  The Department may require the medical/surgical plan to 
pursue continuous quality improvement in selected areas, such as - 
 


1. Health Services for School Age Children/Immunization; 
2. Mammography; 
3. Cervical Screenings; 
4. Pediatric Asthma; 
5. Diabetes (see 482-000-28, Nebraska Diabetes Consensus Guidelines); 
6. Prenatal Care; 
7. HEALTH CHECK (EPSDT); 
8. Disabilities; 
9. STD, specifically Chlamydia; 
10. HIV/AIDS; 
11. Elevated Blood Lead Levels; 
12. Tuberculosis; 
13. MH/SA; and 
14. Additional items as determined by the Department. 
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6-004  Plan Review:  The Department is responsible for monitoring the QA/QI activities of the 
medical/surgical and MH/SA plan, and facilitating any necessary corrective action that should be 
taken by the medical/surgical and MH/SA plan, as appropriate.  The Department shall monitor 
the medical/surgical and MH/SA plan’s adherence to internal QAP standards through the 
following mechanisms: 
 


1. External Quality Review - The Department shall monitor the quality of care provided 
by the medical/surgical and MH/SA plan through an annual, independent, external 
review.  The Department contracts with a Peer Review Organization (PRO); 


2. Periodic Medical Audits - The Department shall conduct periodic medical audits to 
ensure that the medical/surgical and MH/SA plan furnishes or its contracted entity 
quality and accessible health care to enrolled clients.  These audits are conducted 
at least annually and must identify and collect management data; 


3. Contract Monitoring - The Department shall monitor contract compliance, ensure 
state and federal requirements are met and that the NHC meets its intended goals 
and objectives; and 


4. Other methods as deemed appropriate by the Department and agreed upon with the 
medical/surgical and MH/SA plan. 


 
Through these methods, the Department shall work with the medical/surgical and MH/SA plan 
to achieve compliance with the Department’s QAP standards and develop a corrective action 
plan for any identified deficiencies in delivering services.  The Department shall monitor the plan 
to ensure that the corrective plans are implemented and effective.  The plan is required to 
cooperate with the federally mandated and the Department’s designated External Quality 
Review Organization (EQRO). 
 


6-004.01  Review Activities:  Through the use of external and internal review activities, the 
Department may focus on selected areas, such as: 


 
1. Medical Record Review, but not limited to: 


a. Organization of Medical Record; 
b. Patient Information; 
c. Content of Medical Records; 
d. Continuity of Care; and 
e. Health Promotion. 


2. Quality Management and Improvement, to include: 
a. Program Structure; 
b. Program Operation; 
c. Health Services Contracting; 
d. Continuous Quality Improvement; 
e. Member Satisfaction; 
f. Health Management Systems; 
g. Clinical Practice Guidelines; 
h. Quality Management/Quality Improvement Studies/Assessments; 
i. Effectiveness of the Quality Improvement Program; and 
j. Delegation of Quality Improvement Activity. 


3. Utilization Management, but not limited to: 
a. Policies and Procedures; 
b. Utilization Management Procedures; and 
c. Utilization Management Documentation. 
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4. Credentialling and Recredentialling, but not limited to: 
a. Policies and Procedures; 
b. Credentialling Documents; and 
c. Recredentialling Documents. 


5. Member Rights and Responsibilities, but not limited to: 
a. Policies and Procedures; 
b. Member Responsibilities; 
c. Plan Responsibilities; and 
d. Confidentiality. 


6. Disease Prevention and Health Promotion Services, but not limited to: 
a. Disease Prevention and Health Promotion Services; and 
b. Participation with Public Health Agency initiatives; Participation with, 


disease reporting requirements, and preventative health programs. 
 
6-005  Accreditation:  The medical/surgical (HMO only) and the MH/SA plan is required to meet 
all NCQA (National Committee for Quality Assurance) requirements for accreditation, and to 
meet any subsequently federally mandated  national standards, as a managed care 
organization.  The NCQA areas that will be monitored by the Department are: 
 


1. Administrative Policies and Procedures; 
2. Advertising and Marketing for Managed Care Organizations; 
3. Utilization Management; 
4. Credentialling and Recredentialling; 
5. Members’ Rights and Responsibilities; 
6. Preventive Health Services; and 
7. Medical Records. 


 
The Department shall utilize contract deliverables to document the medical/surgical (HMO only) 
and MH/SA plan’s compliance with NCQA standards. 
 
The medical/surgical plan (i.e., PCCM network) will utilize the NCQA standards as benchmarks 
for care, where appropriate. 
 
6-006  Submission and Use of Encounter Data:  The Department requires the medical/surgical 
(HMO only) and MH/SA plans to submit encounter data, per Departmental specifications, and to 
participate in all encounter data review and technical-readiness assessments (see 482-000-28, 
Encounter Data Procedure Guide). 
 
The medical/surgical (HMO only) and MH/SA plans are required to submit all data reflecting all 
services provided to the NHC clients, contracted or delegated.  The same plans shall have 
processes in place to ensure that all data submitted to the Department reflects all services 
rendered within the last ninety days.  The Department shall impose contractual penalties for the 
non-submission, incomplete or late submission of encounter data. 
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Encounter data submissions shall: 
 


1. Be submitted on a monthly basis; 
2. Include all services; and 
3. Be used to evaluate the medical/surgical (HMO only) and MH/SA plan performance 


and overall effectiveness of the NHC. 
 
The most recent HEDIS criteria and other continuous QA/QI specifications are the tools for 
quality measurement that are utilized by the Department.  The most recent HEDIS criteria will 
be reported by the medical/surgical (HMO only) and MH/SA plans through the submission of 
encounter data.  Data analysis, trending and comparative studies with national and program-
specific standards will allow the Department to establish benchmarks and QA/QI activities for 
the NHC. 
 
The Department shall utilize encounter data, programmatic and contract deliverables, and 
results from the various oversight/monitoring activities identified in 482 NAC 6-004 to evaluate 
the following, but not limited to, NHC underlying principles: 
 


1. Improved health, wellness and quality of care; 
2. Cost-effective quality health services; 
3. Increased access to primary care; 
4. Expanded choices; 
5. Greater coordination and continuity of care; and 
6. Better health outcomes through effective care management. 


 
6-006.01  Reporting:  Through the use of encounter data and other contract deliverables, 
the Department shall focus on, but not limited to, the reporting areas: 
 


1. Expenditures/Usage; 
2. Eligibility; 
3. Utilization; 
4. Quality; 
5. Provider Access; and 
6. Provider expenditures. 
 


6-006.02  Performance Measures:  In addition to developing and implementing the NHC 
program according to policy and procedures already discussed in this Chapter, the 
medical/surgical and MH/SA plan shall follow QA/QI methodologies discussed in this 
Chapter and adhere to all specified requirements of the contract. 
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6-007  Data Requirement for PCCMs Only:  The most recent HEDIS-like measures, as 
developed by the Department and the Department's Data Manager will be utilized through the 
claims data maintained by the Department.  The Department will calculate HEDIS-like data for 
the PCCM Network from which the PCCM Administration will focus their QA/QI activities. 
 
The Department shall utilize encounter data, programmatic and contract deliverables, and 
results from the various oversight/monitoring activities identified in 482 NAC 6-004 to evaluate 
the following, but not limited to, NHC underlying principles: 
 


1. Improved health, wellness and quality of care; 
2. Cost-effective quality health services; 
3. Increased access to primary care; 
4. Expanded choices; 
5. Greater coordination and continuity of care; and 
6. Better health outcomes through effective care management. 


 
6-007.01 Reporting:  Through the use of claims data, the Department shall focus on, but 
not limited to, the reporting areas: 
 


1. Expenditures/Usage; 
2. Eligibility; 
3. Utilization; 
4. Quality; 
5. Provider Access; and 
6. Provider expenditures. 
 


See 482-000-29, Claims Data Format Requirements and Referral Management and Prior 
Authorization - PCCM Only. 
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7-000  Rights and Responsibilities 
 
7-001  Rights and Responsibilities for Clients Enrolled in the Basic NHC:  482 NAC 7-000 sets forth the 
responsibilities of the NHC, the medical/surgical and MH/SA plan, and providers of service to ensure the 
client is fully informed, in writing and verbally, of his/her rights and responsibilities as well as avenues for 
pursuing complaints and grievances.  Similarly, providers participating in the managed care networks are 
entitled to the same processes as any Medicaid-enrolled provider according to 471 NAC.  "System 
Advocacy, Cultural Diversity and Sensitivity," defines a process as well as a philosophy designed to 
ensure anyone utilizing the programs and services within the Department of Health and Human Services 
System (DHHSS) is able to do so in an efficient and effective manner.  It is the intent of the DHHSS to 
incorporate these principles into the managed care program. 
 
The following rights and responsibilities apply to a client participating in the NHC. The medical/surgical 
and MH/SA plan has the requirement to inform the client, in writing and verbally, regarding his/her rights 
and responsibilities. 
 
The client has the right to: 
 


1. Be treated with respect and without discrimination; 
2. Be given information about his/her illness, or condition; understand the treatment options, 


risks and benefits; and make an informed decision about whether s/he shall must receive a 
treatment; 


3. Talk with the provider and know his/her medical information will be kept confidential; 
4. Choose his/her PCP and medical/surgical plan (Basic Benefits Package only) or MH/SA 


provider under the MH/SA plan's network; 
5. Receive medical care in a timely manner; 
6. Make a complaint about the provider or medical/surgical and MH/SA plan, and receive a 


timely response; 
7. Receive information about services included in the Basic Benefits or MH/SA Package; 
8. Request a fair hearing according to 465 NAC; 
9. Receive proper medical care 24 hours a day, seven days a week; 
10. Change his/her PCP or plan (Basic Benefits Package only) or MH/SA provider; 
11. Formulate advance directives, if desired; 
12. Have materials explained or interpreted; 
13. Have interpreters, if necessary, during medical appointments and in all discussions; 
14. Have access to a provider or service; and 
15. Exercise all protections and rights as set forth in the Health Insurance Portability and 


Accountability Act (HIPAA) of 1996. 
 
The client has the responsibility to: 
 


1. Understand, to the best of his/her ability, how the NHC impacts his/her health care and how 
to use health care services, and locate available resources to obtain answers to questions; 


2. Choose a PCP and plan (Basic Benefits only), or MH/SA provider within the MH/SA plan's 
network or accept the provider s/he is given; 


3. Keep his/her scheduled appointments; 
4. Inform providers in advance if appointments must be canceled; 
5. Fully inform the provider of his/her other providers and treatments; 
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6. Ask questions about things s/he does not understand; 
7. Decide whether to receive a medical treatment or procedure; 
8. Follow the provider’s recommendations; 
9. Facilitate transfer of his/her medical records; 
10. Obtain all covered services, either directly or with appropriate referral and prior 


authorization; 
11. Take the NHC Identification (ID) Document to all medical appointments; 
12. Whenever possible, work with the PCP, MH/SA provider and medical/surgical and 


MH/SA plan for the provision of emergency services in the most appropriate setting; 
13. Inform DHHSSS staff and the EBS if his/her address has changed, she is pregnant, 


s/he otherwise has a change that could affect his/her Medicaid eligibility or NHC 
coverage; and 


14. Cooperate with all NHC inquiries and surveys. 
 
No person may be subjected to discrimination in any Health and Human Services System 
DHHS program or activity based on his/her race, color, sex, age, national origin, religious creed, 
political beliefs or handicap. 
 
Adequate notice will be sent notifying the client of any action(s) affecting his/her NHC 
enrollment.  The notice must include a statement describing the action(s), the reason(s) for the 
intended action and the specific manual reference supporting the action(s) or the federal or 
state law mandating the action(s). 
 


7-001.01  Provider Rights and Responsibilities:  Providers participating in the NHC have 
the same rights and responsibilities as any Medicaid-enrolled provider pursuant to 471 
NAC. 


 
7-002  Grievance/Appeal Process:  The medical/surgical or MH/SA plan shall must inform the 
client, in writing and verbally, of the grievance/appeal process for challenging the denial or 
payment of services.  The client, his/her legal representative, or the EBS and/or provider on 
behalf of the client, has the following avenues for resolving a complaint or grievance: 
 


1. Contact the EBS verbally or in writing.  The EBS shall must respond to the client or 
provider within five working days and shall must assist the client in: 
a. Identifying the issue; 
b. Determining whether the issue can be resolved informally or whether a formal 


grievance is warranted; 
c. Formulating the best course of action; 
d. Following through with the agreed upon plan of action; and 
e. Processing a more formal grievance; 


2. Contact the medical/surgical or MH/SA plan, according to the same plans’ internal 
grievance procedure, pursuant to 1931(b)(4) of the Social Security Act; and 


3. Contact the State Ombudsman, who shall ensure the client has received 
appropriate assistance and all procedures and policies have been followed; an  


43. File a formal appeal request following procedures outlines in Title 465 NAC.  For 
purposes of NHC, the ninety days to file a formal appeal begins from the date of 
agency action.  Filing an appeal request does not preclude resolution of a complaint 
or grievance through other avenues. 
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Attempts should be made to resolve the complaint or grievance at the most informal level 
possible.  However, the client is not required too take advantage of each avenue in the 
sequence stated above. 
 
Clients may access the fair hearing process at any time.  The medical/surgical or MH/SA plan, 
EBS and Department all maintain responsibility for notifying the client about the fair hearing 
rights in a manner that ensures adequate notice. 
 
The Department and medical/surgical or MH/SA plan are required to continue services during 
an appeal, or reinstate services if the Department or plan take action without the advance 
notice, consistent with the fair hearing procedures. 
 
The Department and medical/surgical or MH/SA plan shall must continue services during an 
appeal if the Department or medical/surgical or MH/SA plan mail the notice as required and the 
client request a hearing before the date of action.  The Department and medical/surgical or 
MH/SA plan shall must reinstate services if the Department or same plan take action without the 
advance action required; the client’s whereabouts are unknown but during the time the client is 
eligible for services the client’s whereabouts become known, or the client requests a hearing 
within ten days of the mailing of the notice of action; and the Department determines the action 
results from other than the application of State or Federal law or policy. 
 
All contacts with the EBS and medical/surgical or MH/SA plan regarding complaints or 
grievances must be documented and submitted to the Department. 
 
The client has a right to appeal under 465 NAC 2-001.02.  Hearings are scheduled and 
conducted according to the procedures outlined in 465 NAC 6-000. 
 


7-002.01  Avenues for Provider Grievances/Complaints:  A provider has the right to 
appeal under 471 NAC or to follow any of the steps outlined for the client in 482 NAC 7-
002.  Hearings are scheduled and conducted according to the procedures outlined in 465 
NAC 2-001.02. 


 
7-003  System Advocacy:  The Department supports the principles of "System Advocacy."  
System advocacy provides a unified, accessible, accountable, caring and competent health and 
human services system for each client that maximizes local determination to achieve 
measurable outcomes.  System advocacy includes the following responsibilities: 
 


1. Assessing the client’s questions, concerns and complaints and directing them to the 
appropriate system areas or agency for a response; 


2. Helping the program understand the issues of the client, if necessary; 
3. Assisting the client in finding an answer at the closest possible level; and 
4. Ensuring the client gets an appropriate response. 
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System Advocacy requires that the same plan maintain the following administrative philosophy: 
 


1. All people have a right to be treated with dignity; 
2. Responsiveness and follow-through is to be given a high priority; 
3. Procedures shall must not duplicate the work of existing agencies or appeal 


processes; 
4. All information is to be treated confidentially; 
5. Resources will be appropriately allocated; 
6. Change and innovation are encouraged to address changes in the environment; and 
7. Maintain ongoing and responsive internal and external communication. 


 
7-004  Cultural Sensitivity and Diversity:  The Health and Human Services System (HHSS) 
DHHS is a culturally diverse environment that exercises zero tolerance of any acts of 
discrimination, racism, or prejudice.  Understanding, valuing and promoting cultural sensitivity 
and diversity is part of the ongoing philosophy of the DHHSS and any of its programs.  The same 
plan is required to promote this philosophy with the client, providers and within in the workplace. 
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NOTE:  These proposed regulations will replace the existing  482 NAC 3 in their entirety.   
 
3-000  Enrollment Broker  
 
3-001  Enrollment Broker:  The Enrollment Broker (EB) is a contracted entity that performs 
choice counseling and enrollment activities for managed care clients.  The EB also assists in the 
coordination of support services throughout the provider network.   
 
3-002  Enrollment Materials:  The EB must distribute enrollment information and marketing 
materials to managed care clients and potential clients.  The EB must ensure that materials are 
developed in coordination with the medical/surgical plans, approved by the Department, and 
meet the following guidelines: 
 


1. Written materials use easily understood language and format; 
2. Written materials are available in the prevalent non-English languages, as specified 


by the Department; 
3. Written materials are available in alternative formats that take into consideration the 


special needs of clients; 
4. Materials on all NHC service components are distributed equitably and without bias 


to any particular medical/surgical plan; 
5. All enrollment notices, information, and instructional materials are available upon 


request; 
6. Materials clearly state information about NHC, ensure the client has adequate 


information to make an informed selection, and include the information listed in 482 
NAC 3-005; 


7. Materials are reviewed and approved by the Department  
 
3-003 Development and Revision of Materials:  The EB must ensure that the development of all 
materials included an external advisory review and that the external advisory group included 
clients and/or client advocates. The EB must update information as changes occur or as areas 
of concern/information are identified by the Department, medical/surgical plans, or clients. 
 
3-004 Confidentiality: The EB must maintain the confidentiality of client-specific information. The 
EB must not publish or otherwise release client information without the prior written approval of 
the Department. 
 
(See 482-000-17, Departmental Review Procedures.) 
 
3-005  Enrollment Activities and Choice Counseling:  The EB must complete the following 
enrollment and choice counseling activities for mandatory and potential mandatory clients in 
coordination with the medical/surgical plans and the Department: 
 


1. Educate clients concerning Medicaid managed care including: 
a. A general explanation of the managed care program; 
b. Mandatory and excluded groups of clients; and 
c. The role of the plans in coordinating care. 


2. Provide information specific to each plan available in the service area, including: 
a. Covered benefits; 
b. Cost sharing, if any;  
c. Service area; 
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d. Names, locations telephone numbers of, and non-English languages spoken by 
current contracted providers; 


e. Identification of providers not accepting new patients; and 
f. For Medicaid benefits not covered under the managed care program, the EB 


must provide information about how and where to obtain services, any cost 
sharing, and how transportation is provided; 


3. Provide an explanation of those services which do not require PCP or 
medical/surgical plan approval or prior authorization, e.g., family planning and 
emergency services; 


4. Provide an explanation of the availability of interpreter services and alternative 
formats for written materials; 


5. Provide an explanation of auto-assignment; 
6. Provide an explanation of disenrollment and waiver of enrollment; 
7. Provide the client with enrollment materials that are easily understood by the client, 


and developed in ways appropriate to meet the needs of the client; 
8. Assist the client in choosing a PCP and/or medical/surgical plan based on a process, 


approved by the Department, that protects the client’s right to choose and that is 
equitable and without bias to any particular medical/surgical plan, that identifies any 
existing relationships with health care practitioners, and that emphasizes the 
importance of prompt selection of a PCP and medical/surgical plan.  The client is 
free to choose a PCP and medical/surgical plan from all available options, however, 
the EB must screen for the following and similar information: 
a. Geographical location of the client, his/her legal representative, significant family 


member(s), foster parent, child welfare worker, etc. 
b. Access, e.g., transportation issues; 
c. Medical need/provider specialty based on information provided by the client; 
d. Established utilization patterns based on information provided by the client; 
e. Family groupings; 
f. Current medical relationships, e.g., the client has received services from an 


enrolled PCP; 
g. Number of physicians in the geographical areas; 
h. Number of available slots per PCP; and 
i. Unique features about the PCP, e.g., skilled in foreign/sign language, 


preferences by a client’s particular culture or religious beliefs, etc. 
9. Enter the PCP and medical/surgical plan selection in the Managed Care File (see 


482-000-5).   
 


3-006  Lock-In Procedures:  Lock-in is a method used by the Department to limit the medical 
services of a client who has been determined to be abusing or over-utilizing services provided 
by the Department without infringing on the client’s choice of providers. 
 
A lock-in client completes standard enrollment activities for the managed care program.  
Enrollment may change the client's previous lock-in categories of pharmacy, primary care 
physician, and hospital, or identify through the EB that a new lock-in status for the client is 
recommended.  The EB completes the necessary information pertaining to a client’s lock-in 
status at the time of enrollment. 
 
A lock-in client may transfer (disenroll) from one PCP and medical/surgical plan to another as 
defined in 482 NAC 2-003. 
(See 482-000-20, Lock-in Procedure Guide.) 





